therapeutic principle becoming more widely.recognized lately-was well borne out in the progress of the case. The danger of colchicine idiosyncrasy must be recognized as a rare complication to the initial administration, but mild toxic symptoms of diarrhoea should. act as a guide to a decision on the correct full dosage to be used in an acute attack for any individual patient.
Gold Dermatitis (Two Cases).-J. B. BENNErr, M.B., Ch.B.
Two cases of gold dermatitis treated by B.A.L. were recorded by Simpson (Simpson, N. R. W., 1948, Brit. med. J. (i), 545) . The second of the two cases was shown at the Section Meeting.
The patient was admitted to the Royal Nation4l Hospital for Rheumatic Diseases, Bath, on November 12, 1946. He was a man of 43 years and showed typical signs of early rheumatoid arthritis of about twelve months' duration. The diagnosis was upheld by the heematological findings, i.e. B.S.R. by Spa Method 54%.
He was given intramuscular injections of myocrysin to a total of 0-66 gramme and was discharged in January 1947 with a request to his private doctor to complete the course to a total of 1 0 gramme. After receiving 0-86 gramme he developed an extensive and severe exfoliative dermatitis.
He was readmitted to hospital on 3.6.47. He had then complete acute dermatitis but his arthritic symptoms had entirely disappeared and his B.S.R. was 92%. He had regained -his normal weight. Treatment of his skin by ordinary methods was of no avail. He was discharged on 14.7.47.
The patient was readmitted on 21.10.47 when it was found that the skin had become grossly indurated and was desquamating freely. The arthritic symptoms were in abeyance and the B.S.R. was 88%. Treatment by B.A.L. was then instituted on 24.10.47 and after about six days considerable improvement was observed. The skin became paler and the exfoliation, which had previously necessitated diurnal sweeping of his bed, almost entirely stopped. In all he was given 56 ml. starting with 2 c.c. four-hourly on the first day, twice daily for three days, daily for eleven days, alternate days for eight days.
He was discharged on 3.12.47. His skin had ceased to desquamate and had become soft although still discoloured with a violet hue.
He was readmitted on 16.3.48. There were no clinical signs of arthritis although the patient complained of some pain and stiffness in the left shoulder. His B.S.R. was 94%. Apart from some violet pigmentation of the skin of his abdomen and thighs there were no other residual effects of the dermatitis. The patient remarked that he had had an abscess of the buttock as a result of the B.A.L. injection but regarded it as of no consequence compared with the relief of his skin trouble.
The clinical result of the myocrysin injection was entirely satisfactory in that a complete cure was apparently effected. The patient will be kept under observation for some years.
G-old dermatitis is a devastating complication for both patient and doctor. The condition may drag on for months and months in spite of all efforts to control it. In this particular case B.A.L. undoubtedly produced an immediate and lasting improvement, with the prospect of return of the skin to complete normality.
Gold, which at present is considered to be the most effective drug in the treatment of rheumatoid arthritis, is quite rightly regarded as potentially dangerous. Of the three most important complications, i.e. blood dyscrasia, nephritis and exfoliative dermatitis, the last-mentioned would now appear to be controllable.
The patient here referred to is in no doubt that the price he paid in discomfort from his skin was well worth the relief of his arthritis. Ankylosing Spondyitis.-H. LOVELL HOFFMAN, M.D.
Dr. Hoffman showed a case of ankylosing spondylitis and discussed the methods of treatment used for this disease at the Royal National Hospital for Rheumatic Diseases.
He explained that treatment consists of: (a) A plaster bed in which the patient rests for the greater part of the day. This is renewed after several weeks, when the spine has become straighter. (b) Deep X-ray treatment which almost invariably relieves pain and consequent muscle spasm. (c) Movements to the large joints such as hips, knees, and shoulders in the Hot Pool. (d) Breathing exercises also in the Hot Pool, the results being controlled by periodic measurements of vital capacity and chest expansion. (e) When these measures have controlled pain and deformity, and the disease is becoming less active, a modified Goldthwaite brace is fitted, to be worn during that part of the day when the patient is not on his plaster bed.
Regarding the merits and demerits of preserving spinal mobility by forced active movements, his view was that except in those cases where involvement of the spine is minimal and there is a considerable degree of residual movement, ankylosis should be allowed to occur in the best possible position. In a patient with a stiff spine the burden of any forced movement is likely to fall on one particular intervertebral joint as a fulcrum. This can only, in his opinion, increase the activity of the disease.
In order that the recommendations made in hospital can be carried out, it is necessary to enquire into the patient's home conditions, and to enlist the aid of social and health organizations in the district.
Indications for Joint Manipulation
By JOHN BASTOW, M.D., F.R.C.S. THE three chief indications for the manipulation of a joint are pain; limitation of movement; deformity; but before embarking on any such procedure, it is wise to make sure that there is a reasonable chance of success and none of disaster supervening.
The first essential before undertaking a manipulative operation is to make a correct diagnosis by (a) careful clinical history-stressing mode of onset and progress of case; (b) thorough clinical examination; (c) X-ray examination; (d) laboratory tests, especially blood sedimentation rate. Neglect of these elementary precautions may lead to such tragedies as the following: (1) A child with a "ricked neck" after fishing, due to turning his head suddenly when his cast became caught up in a tree behind him-an injudicious manipulation to free his "locked" neck was followed by a high temperature and an early death, due to pyemia.
The case was one of "spontaneous hyperemic dislocation of the cervical spine" following an attack of tonsillitis, and manipulation caused rapid dissemination of the infection and septictemia.
(2) A boy with a "peroneal spasm" and a painful flat foot-manipulated to restore mobility-with the result that there was an acute flare-up of a latent tuberculous synovitis of the subastragaloid joint, followed by sinus formation and a long illness, the patient being fortunate to recover with an ankylosed foot.
(3) An elderly patient. with a "sacro-iliac strain " caused by tripping over a chair-leg and followed by sciatica.
Manipulation caused an acute exacerbation of his symptoms and death followed not long afterwards from carcinomatosis-an unsuspected bony metastasis from a "silent cancer of the prostate" being the cause of his original lesion.
Such stories could be multiplied and serve to remind us that the art of the manipulator demands constant vigilance; that in no case can one afford to relax the essential precautions enumerated above, which can be summed up as "establish a diagnosis" in every case. Never manipulate "on spec". Now supposing the diagnosis to have been established, what type of case does respond well to manipulation?
(1) The most successful cases are those following "minor trauma". Here persistent pain, typically on movements in one or two specific directions and often accompanied by local tenderness and some swelling, which persists for weeks after a sprain or twist-and where a bony lesion has been excluded by X-ray and an inflammatory or neoplastic lesion by careful study of the case-is usually due to an adhesion which responds readily to manipulation under anmesthesia.
Joints chiefly affected are: (a) The mid-tarsal and metatarsal joints of the foot; (b) the ankle; (c) the knee; (d) the lumbar region of the spine; (e) the cervical spine; (f) the shoulder; (g) the wrist.
Where the adhesion does not lie in the synovial membrane or capsular ligaments of a 'joint but in the attachment of a tendon or muscle, or between a tendon and its synovial
